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Abstract
Purpose Personality could be an interesting dimension to explore in end-of-life cancer patients, in order to investigate how 
personality affects quality of life. Thus, this study aimed to investigate the relationship among personality through the Big 
Five Inventory (BFI), spirituality, and demoralization and to explore their impact on their quality of life.
Methods A sample of 210 end-of-life Italian cancer patients were assessed with the BFI, the Demoralization Scale (DS), 
the Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being (FACIT-SP-12), the Functional Assessment of 
Cancer Therapy Scale–General Measure (FACT-G), and the Karnofsky performance status.
Results Correlational analysis highlighted a significantly negative relationship between extraversion and agreeableness 
traits and all the demoralization dimensions. On the other side, neuroticism trait was significantly and positively correlated 
with the Demoralization Scale (p < 0.01). To understand the impact of these variables on quality of life (FACT-G), we 
performed a hierarchical multiple regression: in the final model, demoralization remained the strongest contributing factor 
(β =  − 0.509, p < 0.001), followed by neuroticism (β =  − 0.175, p < 0.001), spirituality (β = 0.163, p = 0.015), and Karnofsky 
index (β = 0.115, p = 0.012).
Conclusion Our data underlined how both the neuroticism trait and demoralization are correlated with a worst health status 
in terminal cancer patients, whereas spirituality is a protective factor. The study of personality may allow to better understand 
the inner patient’s experience and improve communication between patient and healthcare staff in order to build and apply 
better-tailored psychological treatment.
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Introduction
In recent years, the study of demoralization has arisen as a 
result of the increasing interest in this syndrome as a relevant 
clinical dimension in cancer patients [1, 2]. Demoralization 
is defined as an existential syndrome characterized by feel-
ings of helplessness and hopelessness, a reduced ability to 
cope, impaired self-esteem, and a loss of purpose and mean-
ing in life [3–5]. Demoralization typically arises from events 
or situations such as chronic, medical diseases or psychiatric 
disorders. In such critical moments, the subjective feeling 
of inability to cope adequately with the event leads the per-
son to perceive him/herself as blocked and unable to react 
[2, 5, 6]. Many studies on the demoralization syndrome are 
focused on end-of-life patients and on their experience of 
disease as a life-threatening or a life-limiting in this regard 
[2, 7]. Furthermore, it is well documented that this syndrome 
has a negative impact on patients’ quality of life [8, 9]. Con-
cerning the study of personality, the Big Five Model [10] 
had an integrative function in the clinical and research field, 
as evidenced by the increasing number of publications in the 
last 40 years. The five factors are respectively organized in 
bipolar dimensions: neuroticism-emotional stability, extra-
version-introversion, agreeableness-antagonism, conscien-
tiousness-lack of direction, openness to experience-closed-
mindedness. Each factor encompasses more specific traits 
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or personal characteristics: neuroticism represents someone 
more likely to be apprehensive, anxious, and feel negative 
emotions; extraversion is associated to energetic excitement, 
social dominance, and positive feelings; agreeableness rep-
resents honesty and regard for others; conscientiousness is 
linked to planning and self-controlling in decision-making; 
openness is being curious and open to life’s experiences, 
thoughts, and variety [11]. Various researches have high-
lighted the relationship between specific personality traits 
and diseases like obesity, inflammations, or cardiovascu-
lar disease [12, 13]. Moreover, some personality traits are 
associated with higher mortality risk in both healthy and 
unhealthy people [12, 14, 15]. In fact, people with specific 
personality traits are more likely to experience psychopatho-
logical symptoms [16, 17].
Given all the above, personality could be an interesting 
dimension to explore in end-of-life cancer patients, in order 
to investigate how personality affects quality of life. Since 
previous studies were conducted into other diseases [18], 
to our knowledge—besides Chochinov’s study (2006)— no 
other studies have investigated the link between the differ-
ent facets of personality with demoralization and the qual-
ity of life in terminal cancer patients, increasing the need 
for explorative studies to understand this relationship bet-
ter [19]. Moreover, Chochinov et al. (2006) only investi-
gated the neuroticism trait, finding a significant association 
between this trait and the dying experience.
Given the lack of research on personality characteristics 
in cancer patients at the end of life and the need to provide 
targeted psychological interventions, the first aim of our 
study was to investigate personality through the Big Five 
Model (through the Big Five Inventory-Italian version) [20] 
in these patients. Our secondary objective was to explore the 
relationship between personality characteristics, spirituality, 




A descriptive correlational study design was conceived: 
patients were recruited from January 2018 to March 2019 
at the “Città della Salute e della Scienza” Hospital of Turin.
Data collection was conducted by the Clinical Psychol-
ogy Unit, where a psycho-oncologist of the Unit, specialized 
in supporting patients at the end of life, provides psycho-
logical consultations in the several hospital wards, detecting 
psychological distress, and providing psychological inter-
ventions to end-of-life cancer patients and their caregivers. 
Inclusion criteria were being 18 years old or more, having 
been diagnosed with cancer, being hospitalized, and meeting 
the criteria to access palliative care. According to Piedmont 
Regional Legislation, the following criteria are required: the 
presence of an advanced stage of disease (terminal phase) for 
which every curative treatment is not possible or appropriate 
and with an unfavorable/poor prognosis, having a presumed 
life expectancy of 4 months or less, and a Karnofsky perfor-
mance status [21] of 50 or lower (Piedmont Regional Leg-
islative Decree no. 45/2002 and National Law on Palliative 
Care and Pain Treatment no. 38/2010). The life expectancy 
was estimated based on the “surprise question” [22], the Pal-
liative Prognostic Score [23], and the clinical experience of 
the palliative physician. Exclusion criteria were insufficient 
knowledge of the Italian language and/or a history of neuro-
logical and/or severe psychiatric pathologies.
Patients who agreed to the study and met the inclusion 
criteria were consecutively enrolled. All the participants 
provided written informed consent and the present study 
was approved by the Institutional Ethics Committee (pro-
tocol number 0034403, procedure number CS2/1178) and 
conducted in accordance with the Declaration of Helsinki. 
The final sample consisted of 210 end-of-life cancer patients. 
Palliative physicians gathered the sociodemographic and 
clinical data for each patient. Later on, psychologists inter-
viewed patients at their bedside and administered the Italian 
validated versions of a set of rating scales.
Measures
The Big Five Inventory-Italian Version (BFI) [20], based 
on the Five Factors Theory, was used to examine the indi-
vidual’s personality traits. The BFI measured the five fac-
tors including extraversion, neuroticism, agreeableness, 
conscientiousness, and openness. It consists of 44 items 
on a 5-point Likert scale, from 1 (disagree strongly) to 5 
(agree strongly). Ubbiali et al. reported internal consisten-
cies (Cronbach’s alphas) ranging from 0.69 to 0.83 along 
the traits [20].
The Demoralization Scale Italian version (DS-IT) [24], 
a self-report scale, was used to assess demoralization. It 
is composed of 24 items on a 5-point Likert scale (from 
0 = never to 4 = always). Each item investigates one of the 
five demoralization subscales (loss of meaning and purpose, 
dysphoria, disheartenment, helplessness, and sense of fail-
ure). A total score of 96 is the maximum score, indicating 
the index of severity. According to Kissane (2004) [25], a 
total score of 30 or more indicates high levels of demorali-
zation. Cronbach alpha of the DS-IT was acceptably good 
(α = 0.80) [24].
The Functional Assessment of Chronic Illness Ther-
apy–Spiritual Well-Being (FACIT-Sp-12) measures spir-
ituality [26]. It is composed of 12 items underlying the 
traditional religiousness dimension (Faith) and the spiritual 
(Meaning/Peace) [26]. The wording of the items does not 
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assume a belief in God, so it can also be completed by both 
atheists and agnostics. The items are on a 5-point Likert 
scale, ranging from 0 (not at all) to 4 (very much). The total 
score ranges from zero to 48, with higher scores represent-
ing greater levels of spirituality. Internal consistency was 
adequate with Cronbach’s α ranged from 0.73 to 0.85 [27].
The Functional Assessment of Cancer Therapy 
Scale–General Measure (FACT-G) is a 27-item scale 
divided into four primary quality of life domains: physical 
well-being, social/family well-being, emotional well-being, 
and functional well-being [28]. Patients provide responses 
to each question according to a 5-point scale ranging from 
0 (not at all) to 4 (very much). The total FACT-G score is 
the sum of the scores for the four subscales: higher scores 
indicate higher health-related quality of life (HRQoL). Cron-
bach alpha of the Italian FACT-G ranged between 0.65 and 
0.89 [29].
The KPS is a clinician-rated index of physical-func-
tioning ability that is frequently used in studies of cancer 
patients [21]. A higher score (range 0–100) means that the 
patient is able to perform daily activities.
Statistical analysis
Values of asymmetry and kurtosis between –1 and + 1 were 
considered acceptable to prove normal univariate distribu-
tion of the data. Based on these criteria, the assumption of 
normality was met for all the variables. Mean (SD) scores 
and frequencies were used as descriptive analyses. Pearson’s 
bivariate correlations were used to analyze the relationship 
between demographic, clinical, and psychological variables. 
Simple regression analyses were used to analyze the individ-
ual association between potentially predictive variables and 
the HRQoL. A hierarchical multiple linear regression analy-
sis, with stepwise method, was used to investigate whether 
personality, spirituality, and demoralization were significant 
contributing factors to the explanation of the HRQoL, using 
the total score of FACT-G as the outcome variable.
There was linearity, as assessed by partial regression 
plots and a plot of studentized residuals against the pre-
dicted values. Independence of residuals was assessed by 
a Durbin-Watson statistic of approximately 2. There was 
homoscedasticity, as assessed by visual inspection of a plot 
of studentized residuals versus unstandardized predicted 
values. The tolerance and variance inflation factors were 
consulted to check for multicollinearity. The P–P plot was 
consulted to check for normality of the residuals’ distribu-
tion. All statistical tests were 2-tailed with a set at 0.05. 
All the analyses were conducted using the software SPSS 
Statistics Version 26.0.0 (IBM Corp. Armonk, New York).
Results
Demographic, clinical, and psychological 
characteristics
Table  1 summarizes patient clinical demographics and 
HRQoL variables.
The final sample consisted of 210 patients with a mean 
age ± standard deviation (SD) of 67.8 years ± 11.6 (range 
33–98). Most of the patients were male (55.7%) and 61.4% 
of the participants were married.
The KPS mean score was 39.95, highlighting that 
our sample required special assistance and care because 
unable to care for themselves. The most frequent types of 
cancer were lung, hepatic-pancreatic-biliary, breast, and 
colorectal. Catholicism was the most commonly declared 
Table 1  Demographic and clinical variables
Abbreviations: HADS Hospital Anxiety and Depression Scale, FACT-












Educational level, N (%)
  Basic education (ISCED 0–2) 122 (58.1)
  Secondary education (ISCED 3/4) 67 (31.9))
  Tertiary education (ISCED 5/6) 21 (10.0)
Karnofsky performance status index
  Mean ± SD 39.95 (8.88)
Cancer site, N (%)





  Other site cancers 44 (21)
FACT-G (Mean ± SD)
  Total score 54.15 (15.04)
  Physical well-being 16.33 (4.99)
  Social/family well-being 16.03 (5.28)
  Emotional well-being 12.43 (5.08)
  Functional well-being 9.56 (4.79)
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religious affiliation. As regards HRQoL, patients in our 
sample reported a mean score of 54.2 (± 15.0) for the 
FACT-G total score (Table 1).
Psychological variables
Data concerning psychological variables are listed in 
Table 2.
Our sample’s mean demoralization total score was 
36.2 ± 14.3, regarding the related subscales: loss of meaning 
and purpose was 5.6 ± 4.4, dysphoria 6.0 ± 3.1, dishearten-
ment 12.9 ± 4.0, helplessness 6.3 ± 3.6, and sense of failure 
5.5 ± 2.4.
Regarding BFI scores, the extraversion mean was 27.75 
(± 6.55), agreeableness 34.39 (± 6.89), conscientiousness 
36.32 (± 5.58), neuroticism 25.26 (± 6.28), and open-
ness 31.25 (± 9.13). Compared to the data reported by 
Ubbiali [20] from a healthy sample of the Italian popula-
tion, we found significantly higher values for the extra-
version [t(209) = 2.64, p < 0.05] and conscientiousness 
[t(209) = 9.77, p < 0.001] traits, while significantly lower 
levels were detected for the openness trait [t(209) =  − 8.65, 
p < 0.001].
The FACIT-Sp-12 average score was 24.3 ± 8.0, with 
the two subscales contributing as follows: mean score of 
19.3 ± 5.6 for Meaning/Peace, mean score of 4.9 ± 3.8 for 
Faith.
Correlational analysis: personality, demoralization, 
and spirituality dimensions
Table  3 shows the correlations between the BFI traits, 
demoralization, and the spirituality dimension. The main 
findings were for extraversion and agreeableness BFI traits, 
which showed a significantly negative correlation with all 
the demoralization dimensions. In line with these results, 
the neuroticism trait was significantly and positively cor-
related with all the subscales of the demoralization scale 
(DS-IT) (p < 0.01). On the other hand, the conscientious-
ness and openness to experience traits showed a negative 
Table 2  Psychological variables, means ± SD
Abbreviations: HADS Hospital Anxiety and Depression Scale, 




  Total score 36.2 (14.3)




  Sense of failure 5.5 (2.4)





  Openness to Experience 31.3 (9.1)
FACIT-Sp-12
  Total score 24.3 (8.0)
  Meaning/Peace 19.3 (5.6)
  Faith 4.9 (3.8)
Table 3  Pearson’s correlations among psychological variables
Abbreviations: BFI Big Five Inventory; FACIT-Sp Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being Scale; DS-IT Demor-
alization Scale Italian version
*p value < 0.05; **p value ≤ 0.01
BFI
Extraversion Agreeableness Conscientiousness Neuroticism Openness to 
experience
Age Karnofsky
Age  − 0.029 0.054 0.062 0.115  − 0.169* - -
Karnofsky  − 0.151*  − 0.198**  − 0.035  − 0.151* 0.171* - -
DS-IT  − 0.395**  − 0.235**  − 0.164* 0.475**  − 0.233** 0.080  − 0.197*
DS-IT loss of meaning  − 0.415**  − 0.218**  − 0.145* 0.392**  − 0.270** 0.175*  − 0.188*
DS-IT dysphoria  − 0.269**  − 0.218**  − 0.145* 0.392**  − 0.270**  − 0.05  − 0.103
DS-IT disheartenment  − 0.266**  − 0.136*  − 0.067 0.432**  − 0.093 0.038  − 0.170*
DS-IT helplessness  − 0.334**  − 0.173*  − 0.105 0.475**  − 0.169* 0.072  − 0.176*
DS-IT sense of failure  − 0.478**  − 0.109  − 0.313** 0.341**  − 0.263** 0.059  − 0.147*
FACIT-Sp total score 0.368** 0.257** 0.139*  − 0.341** 0.216**  − 0.027 0.135
FACIT-Meaning/Peace 0.471** 0.203** 0.183**  − 0.447** 0.308**  − 0.101 0.188*
FACIT-Faith 0.103 0.226** 0.021  − 0.060 0.018 0.094 0.008
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correlation with all the demoralization dimensions, albeit 
with a low correlation.
As regards spirituality, we found that the extraversion 
and openness to experience traits show a significant posi-
tive correlation with the total score and the Meaning/Peace 
scale of FACIT-Sp-12 (p < 0.01). However, neuroticism was 
negatively correlated with spirituality (FACIT-Sp total score 
and Meaning/Peace subscale; p < 0.01).
Furthermore, negative correlations were found between 
age and the openness to experience trait (p < 0.05) and 
between KPS and extraversion (p < 0.05), KPS and agreea-
bleness (p < 0.01), and KPS and neuroticism (p < 0.05).
Relationship among psychological and personality 
variables and the HRQoL
The results of the simple regression analyses on the HRQoL 
are listed in Table 4. The demoralization scale showed a 
strong significant and negative association with the HRQoL 
(FACT-G total score; β =  − 0.736, p ≤ 0.01), whereas spir-
ituality instead was significantly and positively associated 
with the FACT-G total score (p ≤ 0.01). All personality traits 
were significantly associated with the FACT-G total score 
(p < 0.01).
Regarding the index of physical-functioning ability, 
a negative association (r =  − 0.632; p < 0.01) was found 
between Karnofsky and the FACT-G total score.
Regression analyses
A hierarchical multiple regression analysis, with stepwise 
method, was run to examine the additive ability of person-
ality traits, in addition to demoralization and spirituality, 
to predict the health-related quality of life. Based on the 
literature and on the results of the previous analyses, the 
clinical variable (KPS) was introduced in the first block; 
the psychological variables (demoralization and spirituality) 
in the second block; and the exploratory variables (i.e., the 
personality traits) in the third block. The regression model 
is reported in Table 5.
Regarding the psychological variables, the first to be 
introduced in the model was the demoralization (step 
2), which lead to the highest increase in the propor-
tion of variance explained (ΔR2 = 0.49, F(1207) = 226.8, 
p < 0.001). When also spirituality entered the model (step 
Table 4  Simple associations among sociodemographic characteris-
tics, psychological and personality variables, and the HRQoL
Abbreviations: BFI Big Five Inventory; FACT-G Functional Assess-
ment of Cancer Therapy-General; DS-IT Demoralization Scale Italian 
version; FACIT-Sp Functional Assessment of Chronic Illness Ther-
apy-Spiritual Well-Being Scale
FACT-G total score
β t p value
Age  − 0.073  − 1.06 0.290
Karnofsky 0.264 3.95  < 0.001
DS-IT total score  − 0.736  − 15.67  < 0.001
FACIT-Sp total score 0.616 11.29  < 0.001
BFI extraversion 0.342 5.24  < 0.001
BFI agreeableness 0.211 3.12 0.002
BFI conscientiousness 0.194 2.85 0.005
BFI neuroticism  − 0.489  − 8.09  < 0.001
BFI openness to experience 0.199 2.93 0.004
Table 5  Hierarchical multiple 
regression with quality of 
life (FACT-G) as dependent 
variable
*p value < 0.05; ** p value < 0.001
Abbreviations: FACIT-Sp Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being Scale; 
DS-IT Demoralization Scale Italian version; BFI Big Five Inventory
Predictor B β t R2 Adj-R2 ΔR2 F
Step 1 0.07 0.07 0.07** 15.63**
  Karnofsky index 0.447 0.264 3.95**
Step 2 0.56 0.55 0.49** 129.7**
  Karnofsky index 0.210 0.124 2.62*
  DS-IT  − 0.751  − 0.711  − 15.06**
Step 3 0.57 0.56 0.01* 90.07**
  Karnofsky index 0.213 0.126 2.69*
  DS-IT  − 0.626  − 0.593  − 8.57**
  FACIT-SP total score 0.299 0.159 2.32*
Step 4 0.59 0.58 0.02** 74.04**
  Karnofsky index 0.195 0.115 2.53*
  DS-IT  − 0.537  − 0.509  − 7.09**
  FACIT-SP total score 0.307 0.163 2.44*
  BFI neuroticism  − 0.419  − 0.175  − 3.43**
 Supportive Care in Cancer
1 3
3), demoralization remained the strongest contributing fac-
tor (β =  − 0.593, t(206) =  − 8.57, p < 0.001). The first, and 
only, personality trait showing a significant improvement in 
the model predictive ability was the neuroticism factor of 
the BFI (step 4). The neuroticism trait improved the model, 
significantly and negatively impacting on the HRQoL, but 
did not substantially change the weight of the psychological 
variables suggesting that all these variables play an inde-
pendent contributing role. No other personality traits fur-
ther improved the model, and thus they were not included 
in the regression. The final model (step 4) predicts 58% of 
the variance of the HRQoL (F(4, 205) = 74.04, p < 0.001). 
Demoralization remained the strongest contributing factor 
(β =  − 0.509, t(205) =  − 7.09, p < 0.001), followed by neu-
roticism (β =  − 0.175, t(205) =  − 3.43, p < 0.001), spiritual-
ity (β = 0.163, t(205) = 2.44, p = 0.015), and Karnofsky index 
(β = 0.115, t(205) = 2.53, p = 0.012).
Discussion
The present study aimed to explore the relationship between 
the facets of personality and demoralization and spirituality 
dimensions and their impact on a sample of end-of-life can-
cer patients’ quality of life. To the best of our knowledge, no 
study to date has focused on the different impacts that these 
dimensions have on health-related quality of life in terminal 
cancer patients.
Regarding the personality trait, following the Big Five 
construct, our sample showed some significant differences 
in personality compared to the normative data on an Ital-
ian sample [20], with specific regard to the extraversion, 
conscientiousness, and openness traits. These results may 
depend on multiple factors: our sample was composed of 
end-of-life cancer patients, older than those in the study by 
Ubbiali et al. [20]. In this regard, some studies have sug-
gested that the conscientiousness trait slightly increases 
over the years, and on the other hand, the openness to 
experience trait tends to decrease [30]. Thus, more con-
scientious individuals perceived themselves as being more 
capable at managing difficulties at the end of life, pre-
serving their decision-making ability and being able to 
maintain a certain degree of personal agency and preserve 
their sense of dignity [31, 32]. Furthermore, it is well doc-
umented that a traumatic event, such as a diagnosis of 
cancer or a terminal illness, has a huge impact on patients’ 
personality [33]. Unlike the existing literature about per-
sonality traits in the end of life, in which increasing func-
tional limitation decreases the extroversion trait, we found 
that levels of extraversion were higher in late life. There-
fore, those who felt less lonely because they were engaged 
in social relationships were more extraverted and enjoyed 
a better quality of life [34]. These findings supported the 
close relationship between the development of personality 
and the social relationships in the end of life, underlining 
the interdependence and the reciprocal influence between 
dying patients and caregivers.
A further step of our study was to explore the relationship 
between personality traits and demoralization. We found 
significantly negative correlations among the extraversion, 
agreeableness, conscientiousness and openness traits, and 
demoralization scores, suggesting that scored higher in these 
dimensions tended to experience less this existential distress.
And, as expected, the extraversion, agreeableness, con-
scientiousness, and openness to experience traits showed 
also significant and positive association with the spiritu-
ality dimension, particularly with the spiritual dimension 
(Meaning/Peace subscale of the FACIT-Sp-12). These 
data suggested that some personality characteristics can 
be considered protectors’ factors on well-being, predispos-
ing individual to remain involve with spiritual practice and 
to receive the benefit of it. On the other hand, neuroticism 
could be a risk factor for affective disorder: patients with low 
level of religiosity and spirituality tended to report elevated 
levels of psychopathology. In fact, spirituality may help 
reduce negative emotionality and increase distress tolerance 
or facilitate adaptive coping strategies [35].
Using the literature framework, we can try to understand 
this evidence by bringing together the main characteristic of 
each trait and our results. For example, it has been observed 
that extrovert individuals experienced a stronger responsive-
ness to positive emotions and higher motivation to pursue 
them [36, 37]. We may assume that in our sample this per-
sonality substratum towards positive emotions can facilitate 
experiencing such positive spiritual meaning and peace and 
a more general well-being; and, on the other hand, it could 
be a protective variable against loss of meaning and sense 
of failure.
Similar to the extroversion facet, our data showed that 
patients who are honest and respectful towards others 
(agreeableness) seem to exhibit better general well-being. 
In fact, people with a high score on agreeableness can be 
described as empathetic [38]: relatives see them as trust-
ing, cooperative, motivated, and sensitive, so it seems 
unlikely that these people can experience a condition of 
demoralization. This seems to be suggested in the signifi-
cantly negative correlation between this trait and demor-
alization, reflecting how certain aspects of the personality 
are a protective factor against mood alteration and loss of 
meaning. Furthermore, it is interesting that the agreeable-
ness trait is the only one associated with Faith (FACIT-
Sp-12), suggesting that those individuals tend to view the 
future in a more confident and hopeful way [39].
Regarding openness to experience, this trait also 
appears to be a protective factor against the demoralization 
syndrome in end-of-life patients. These individuals are 
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generally open, with a vivid imagination and fantasy life, 
particularly responsive to music, art, or emotions, report-
ing more unusual and spiritual experiences [40]. This may 
reinforce spiritual beliefs and seems to be expressed by 
the association between this trait and the FACIT-Sp-12, 
particularly with the Meaning/Peace dimension. Moreover, 
a similar effect due to this inner relationship with diver-
sity and curiosity can be found in the negative relation-
ship between openness and loss of meaning (DS). Thus, 
open people are more curious, creative, and motivated to 
explore the world and embrace its possibilities. These peo-
ple therefore have a different attitude when coping with 
problems and dealing with life’s challenges.
Regarding neuroticism, our findings confirmed previ-
ous studies: this trait is particularly associated with mala-
daptive coping strategies and a worse outcome in end-
of-life patients [19, 31]. The neuroticism trait represents 
the inner responsiveness to negative feelings and the way 
that people react to them [38]. Chochinov already demon-
strated that neuroticism has a large impact on HRQoL on 
mood and also on the sense of dignity [19]. In addition, 
our findings point out that with hopelessness (DS), all the 
demoralization subscales are closely associated with the 
neuroticism trait. Moreover, as expected, patients with 
high scores in this trait seem to experience less spiritual 
peace and meaning (FACIT-Sp-12), being less protected 
from existential discomfort. They are naturally susceptible 
to negative feelings and this aspect is amplified during 
the end-of-life phase, where people often have to cope 
with these emotions, from small daily loss to grief [38]. 
Those who appear most apprehensive and anxious as they 
approach death have more negative thoughts, tend to com-
plain more, and have more difficulty in dealing with the 
end of life and grief than those who are able to manage 
their emotions and impulses.
Regarding quality of life, our data allow us to underline 
how both the neuroticism trait and demoralization are cor-
related with a negative index of health status. Indeed, in the 
hierarchical multiple regression analysis performed on the 
HRQoL, neuroticism significantly contributed to the model 
even when controlling for the presence of clinical and psy-
chological variables, as demoralization and spirituality. Kar-
nofsky index, demoralization, and the neuroticism trait were 
all significant predictors of a worse HRQoL. On the contrary, 
spirituality was a protective factor, showing a significantly 
positive impact on the perceived quality of life. No other 
personality traits seem to play a key role in this model, and 
thus contributing to the explanation of the HRQoL in end-
of-life cancer patients, with a final model explaining a high 
percentage of the variance (around 60%).
Both neuroticism trait and demoralization seem to cause 
the worst outcomes in terminal cancer patients, specifi-
cally with regard to health-related quality of life [31, 41, 
42]. It is possible that high levels of neuroticism mediate 
the end-of-life distress (symptoms, concerns) influencing 
how dying patients cope with this experience and that, in 
the same way, spirituality provides a protective element in 
this delicate phase of life.
It could be argued that the persistent incapacity of cop-
ing with end-of-life distress can arise the level of demor-
alization, thereby weakening the patient’s quality of life. 
Thus, it seems crucial to deep-in how the individual faces 
the difficulties and emotions that accompany him/her at 
the end-of-life cycle [43].
The changes and difficulties faced at the end of life 
in both physical and mindset functioning could lead to 
an increase in neuroticism, augmenting feelings of help-
lessness and psychological distress related to the severe 
mental and physical limitations. From a clinical perspec-
tive, the current data could have important implications. 
Personality could play a role in the development of the 
demoralization syndrome and could influence patients’ 
functioning and adaptation to their life situation.
Following these considerations, it is important to have 
information on personality to better understand the inner 
patient’s experience and improve communication between 
patient and healthcare staff in order to build and apply 
better-tailored psychological treatment.
Limitations
The study has some limitations, although the Five Per-
sonality Factor model may be a cross-culturally solid and 
transversal construct of inner characteristics. It would be 
useful to integrate the research with different theoretical 
frames related to the study of personality in terminal can-
cer patients. Furthermore, longitudinal studies will also 
be needed to better understand the resonance of a terminal 
diagnosis on personality characteristics.
We would expect that an inclusion of social behavioral 
and interpersonal perception in the near future of the end-
of-life studies could show which type of interactions (e.g., 
with spouse, healthcare staff, friends) are able to impact 
on the development of personality traits. Further research 
is needed to understand how increased functional limita-
tions (physical, cognitive, and psychological disabilities) 
and the mortality process affect personality near death.
Conclusion
The current study contributes to the existing considera-
tions of personality traits at the end of life, analyzing the 
full five-factor personality model (neuroticism, extraversion, 
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openness to experience, agreeableness, and conscientious-
ness). Our results underlined how both the neuroticism trait 
and demoralization are predictive of a worst health status 
in terminal cancer patients, whereas spirituality seems to 
be a protective factor. The possibility to study the person-
ality characteristics of dying patients would allow clinical 
psychologists to better investigate the approach and cop-
ing strategies that the patient adopts to deal with end-of-life 
challenges and related concerns.
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